
Helps in the removal 
of intramedullary nails

Used to help remove an intramedullary
nail via a win dow in the shaft of a bone. Two
sizes of offsets allow the punches to be used to tap on 
a distal portion of the nail, after a window has been 
made in the bone below the tip of the nail.

Offset Punches

PRODUCT NO’S:

5125-02  [Large Offset]
 Overall Length: 11"
 Punch End Offset: 32mm
 Punch End Diameter: 7mm
5125-01  [Small Offset]
 Overall Length: 11"
 Punch End Offset: 13mm
 Punch End Diameter: 7mm

MADE EXCLUSIVELY
FOR INNOMED IN

G E R M A N Y

The surgeon can initially use the concave end of the handle to hold the guide rod in place. 
As the reamer is retracted to the end of the guide rod, the shaft of the Pusher is used by 
inserting down the center hole of the drill, pushing on the guide and keeping it in the bone.

Wubben Guide Rod Pusher
Used to help hold the guide rod in place during intramedullary nailing of a long bone

Designed by Robert Wubben, MD

Pusher End (3.3mm Dia.)Handle Ends (10mm Dia.)

PRODUCT NO:

8730  [Complete Set]
Replacement Parts:

8730-01 3/8" Diameter Removal Bit
8730-02 1/2" Diameter Removal Bit

Set Includes:
(1) T-handle, Shaft and Stop Unit
(1) Sliding Hammer
(2) 1/2" Bits
(2) 3/8" Bits
(1) Extension Rod
(2) Wrenches
(1) Extension Rod Handle
(1) Case

Helps remove broken intramedullary nails from long bone
Intramedullary Nail Extractor

Written technique available.

Designed by Gary L. Kerns, RT(R)

Also helpful in removing IM 
nails with stripped threads, 
or threads that are diffi cult to 
access. Will remove cannulated 
nails, both fl uted and non-
fl uted. Removal bits should be 
discarded after each use.

Helps to gently retract soft tissues for enhanced exposure

OrthoLucent™

Richardson-type
Soft Tissue Retractor

Carbon fi ber material is strong, lightweight, 
completely radiolucent, can be steam sterilized, and 
helps to prevent from marring component surfaces

Four sizes available

3231-37R  [37mm]
 Overall Length: 13"
 Large Blade: 37mm x 52mm
3231-44R  [44mm]
 Overall Length: 13"
 Large Blade: 44mm x 78mm

PRODUCT NO’S:

3231-23R  [23mm]
 Overall Length: 13"
 Large Blade: 23mm x 36mm
3231-30R  [30mm]
 Overall Length: 13"
 Large Blade: 30mm x 42mm MADE

IN THE USA
PROUDLY

Designed by Sean B. Kaminsky, MD

Designed by R. Barry Sorrells, MDClear Vision Debris Shield

Held between the surgical site and the operating personnel, the shield provides a clear 
undistorted view, while helping to protect the patient and personnel from possible 
contamination. The reamer-slotted version allows the shield to straddle a reamer 
shaft or drill bit, allowing the shield to be closer to the incision. Both shields and the 
sterilization case are autoclavable and gas sterilizable.

r

MADE
IN THE USA
PROUDLY

MADE
IN THE USA
PROUDLY

PRODUCT NO:

5985
 Overall Length: 9"

MADE
IN THE USA
PROUDLY

PRODUCT NO’S:

 Shield Dimensions: 8" x 10.25" (not incl. handle)
8031  [No Reamer Slot, with Case]
8031-01  [No Reamer Slot, No Case]
8031-C  [Sterilization Case]
 Dimensions: 9.25" x 14.375" x .675"
8033  [With Reamer Slot, with Case]
8033-01  [With Reamer Slot, No Case]

Debris Shield in Sterilization Case

Provides a degree of restriction from fl ying debris or liquid during surgery

FREE TRIAL ON MOST INSTRUMENTS
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PRODUCT NO’S:

2820-R  [PCL]
 Overall Length: 8"
 Prong Width: 5mm | 10mm Gap | 5mm
3220-02R [3/4" Chandler]
 Overall Length: 9.125"
 Blade Width: 19mm

OrthoLucent™ Knee Retractors

OrthoLucent™ is a trademark of MedX Composites

Chandler Retractor

PRODUCT NO’S:

4535-R [Modifi ed]
 Blade Width: 18mm
 Overall Length: 10"
4550-R [Modifi ed Blunt]
 Blade Width at Widest: 24.5mm
 Overall Length: 10.75"

4558-R [Standard]
 Blade Width: 16mm
 Overall Length: 9.625"
7110-R  [Narrow Bent]
 Blade Width: 19mm
 Depth from Bend: 4.75"

Standard Hohmann

Narrow Bent Hohmann

Modifi ed Hohmann

Modifi ed Blunt Hohmann

MADE
IN THE USA
PROUDLY

PRODUCT NO:

6130-R
 Overall Length: 12"
 Handle Length: 7"
 Blade Width at Widest: 33mmMADE

IN THE USA
PROUDLY

OrthoLucent™ Cobra Retractor

Carbon fi ber material is strong, lightweight, 
completely radiolucent, can be steam sterilized, and 
helps to prevent from marring component surfaces

Carbon fi ber material is strong, lightweight, 
completely radiolucent, can be steam sterilized, and 
helps to prevent from marring component surfaces

PCL Retractor

Fracture Alignment Device
Designed by R. Audell, MD

Used to align the bone ends
of a femur fracture

PRODUCT NO:

8310
MADE
IN THE USA
PROUDLY

OrthoLucent™ Hohmann Retractors
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procedures the guidelines address.” 
AUC cover a range of treatment 
options and are designed to assist 
physicians and other medical per-
sonnel in clinical decision making.

The Treatment of Distal Radius 
Fractures (DRF) AUC, for exam-
ple, cover 10 treatments and in-
clude 216 patient scenarios. Out of 
more than 2,000 different patient/
treatment combinations, 36 per-
cent were rated “appropriate,”  
44 percent were rated “may be ap-
propriate,” and 20 percent were 
rated “rarely appropriate” (Fig. 1).

Background
AUC provide clinicians and pa-
tients with a measure of when, 
how, and for whom medical and 
surgical procedures are used. They 
differ from CPGs, however, in how 
they are developed and used.

“CPGs,” said Dr. Watters, “tell 
clinicians what they should or 
shouldn’t do, based on the evi-
dence. AUC tell them what’s ap-
propriate in most people’s eyes 
and what’s inappropriate in most 
people’s eyes. Clinicians usually 
have options in treating a injury. 
Often, several of those ways may 
be acceptable. But sometimes only 
one or two options would be ap-
propriate for a particular patient at 
a particular time.”

Because randomized clinical 
trials—the “gold standard” for 
evidence-based medicine—are 
often not available or cannot apply 
to the wide range of patients seen 
in everyday practice, AUC can fill 
the gaps by using the expertise and 
experience of clinicians who are 
specialists in the topic area.

The AAOS uses the RAND/
UCLA Appropriateness Method 
to develop AUC. The process uses 
three separate panels, as follows:

The writing panel—clinicians  
(6 to 10 in number) who are ex-
perts in the topic under study. They 
create a list of patient indications, 
assumptions, and treatments based 
on an evidence-based systematic 
review of the literature by AAOS 
staff research analysts. The DRF 
AUC writing panel included rep-
resentatives from the AAOS, the 
Orthopaedic Trauma Association 
(OTA), the American Society for 
Surgery of the Hand (ASSH) and 
the American Association for Hand 
Surgery (AAHS).

The review panel—a larger 
group of clinicians (10 to 30 in 
number) who review the writing 
panel’s materials and provide any 
suggestions for improvement. The 
DRF AUC review panel included 

representatives from the AAOS, 
AAHS, ASSH, OTA, American 
Association of Hip and Knee Sur-
geons (AAHKS), American Society 
of Plastic Surgeons, and the Ameri-
can College of Occupational and 
Environmental Medicine.

The voting panel—a multidis-
ciplinary group that uses a review 
of the most current and relevant 
literature along with their expert 
clinical judgment to rate the ap-
propriateness of each treatment 
for each of the various patient sce-
narios. The DRF AUC voting panel 
included representatives from the 
AAOS, AAHKS, AAHS, ASSH, 
American Academy of Family Phy-
sicians, and Pediatric Orthopaedic 
Society of North America.

Determining appropriateness
Before developing the patient sce-
narios, the DRF AUC writing panel 
first adopted several standardized 
criteria (assumptions), such as 
“The patient is healthy enough to 
undergo surgery if indicated” and 
“A low-energy open fracture is  
assumed to be a Grade I or II open 
fracture.” The full range of  
assumptions is included in the 
AUC document. 

They also carefully defined the 
terms used, including fracture 
type, mechanism of injury, associ-
ated injuries, patient’s functional 
demands, and American Society of 
Anesthesiologists (ASA) comorbidi-
ties status. The 10 treatments con-
sidered in the DRF AUC are shown 
in Table 1. All patient scenarios 
and treatments were determined 
after an evidence-based systematic 
review of the literature. 

The review panel independently 
reviewed the materials to ensure 
that they were representative of 
patients and scenarios clinicians 
would be likely to encounter. Fi-
nally, the multidisciplinary voting 

panel rated the appropriateness of 
each treatment for each scenario, 
using a 9-point scale (Table 2). 
Two rounds of voting were held, 
with conferences calls between the 
rounds to discuss disagreement 
among the ratings. The median 
rating is provided in the AUC, and 
areas of disagreement are noted.

“Virtually everyone involved—
including Jayson Murray, the 
AAOS staff manager of the AUC 
unit—was just superb. The three 
groups were all very different and 
extremely interested in the pro-
cess,” said Dr. Watters. “The vot-
ing panel started by vigorously dis-
cussing each item, but as they went 
through the scenarios, it got easier. 
For example, regardless of fracture 
type, an elderly patient with high 
seizure risk would not be an ap-
propriate surgical candidate.” 

Mobile app available
“The full AUC can be found on 
the AAOS website (www.aaos.org/
auc),” said Dr. Watters, “but we 

think most clinicians, especially the 
younger fellows, will find the web-
based app (http://aaos.webauthor.
com/go/auc) very useful. It’s opti-
mized to work on a wide range of 
devices, from smart phones to desk 
top computers.”

The app (Fig. 2) presents an indi-
cation profile so that the clinician 
can select the patient and fracture 
characteristics. When the clinician 
selects the “submit” button, the 
list of treatment recommenda-
tions is shown, with green circled 
checkmarks (appropriate), yellow 
caution symbols (may be appropri-
ate), and red circled Xs (rarely ap-
propriate). The app also includes a 
demonstration “tour,” definitions, 
fracture illustrations, background 
information, the literature review, 
and the list of contributors.

“This is also the kind of quality 
and value information that govern-
ment, payers, and administrators 
need,” said Dr. Watters. “Although 
AUC are not strictly comparative 
research, they are based on a very 
structured, well-supported process. 
Physicians need this information to 
bring best practices to bear on their 
patient care decisions.” 

For links to additional information 
on AUC, see the online version of this 
article, available at www.aaosnow.org

AUC From pAge 1

AO/OTA Fracture Type

Mechanism of Injury

Activity Level of Patient

Patient Health

Other Injuries (in addition to distal radius fracture)

Normal Activity Level
High Functional Demands
Independent
Home-bound

Type A AO/OTA Fracture
 Type B AO/OTA Fracture
Type C AO/OTA Fracture

High-energy Fracture
Low-energy Fracture

ASA 1-2-3
ASA 4

Median nerve injury
Gustilo Grade I or II Open Fracture
Gustillo Grade III Open Fracture
Other Ipsilateral Injury
No associated injuries

Indication Pro�le

+ Percutaneous Pinning  7

Spanning External Fixation  7

+ Volar Locking Plate 8

+ Fragment Speci�c Fixation 7

Intramedullary Nail 7

Reduction and Immobilization 5

Non-spanning External Fixation 6

Distraction Plate 5

Dorsal Plate 6

+ Immobilization without reduction 1 

Treatment Recommendations

�

�

�

�

�

!

!

!

!

X

Fig. 2 The DrF AUC app provides users with a snap shot of appropriate treatment options, 
depending on the patient profile.

Summary of 
Appropriateness Ratings

Appropriate
36%

Rarely 
Appropriate

20%

May be 
Appropriate

44%

Fig. 1 In the DrF AUC, 80% of treatment 
options were rated “appropriate” or “may be 
appropriate.”

Table 1:  DisTal RaDius FRacTuRe 
TReaTmenTs

Immobilization without reduction

reduction and immobilization

percutaneous pinning

Spanning external fixation

Nonspanning external fixation

Distraction plating

Volar locking plating

Dorsal plating

Fragment-specific fixation

Intramedullary nailing

Table 2: appRopRiaTeness scale

1–3 rarely appropriate

4–6 may be appropriate

7–9 Appropriate treatment
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